The right-sided diaphragmatic rupture is often clinically occulted due to buffering effects of the liver and thus, erroneous diagnosis of such rupture may result in life-threatening conditions. A 44-year-old female who had a history of car accident in 2006 was admitted to our hospital for pleuritic pain. On the chest computed tomography, she was diagnosed with diaphragmatic rupture accompanied by herniation of hypertrophic left liver with complicated cholecystitis and we carried out cholecystectomy, reduction of the liver, pleural drainage, and primary closure of the diaphragm via thoracic approaches. Our case is presented in three unique aspects: herniation of left hemiliver, hypertrophic liver herniated up to the 4 th rib level, and combination of complicated cholecystitis. Although the diagnosis of right-sided diaphragmatic rupture can be challenging for the surgeon, an early diagnosis can prevent further complications on the clinical presentation. (Korean J Hepatobiliary Pancreat Surg 2013;17:86-88)
INTRODUCTION
Although acute diaphragmatic rupture presents with symptoms like dyspnea, chest pain, abdominal pain, and vomiting, right-sided diaphragmatic rupture, owing to a buffering effect of the liver, remains clinically occult and only about 19% of patients reveal herniation of the intra-abdominal organs into the pleural cavity 1,2 Therefore, without clinical suspicion of diaphragmatic ruptures, there were missed diagnosis results in respiratory distress, bowel obstruction, strangulation, or other septic conditions. Here, we present a rare case of traumatic diaphragmatic rupture with complicated cholecystitis, which was successfully treated via thoracic approach.
CASE
A 44-year-old female was referred to our hospital in impacted gallstone, gallbladder wall thickening, and pericholecystic abscesses were all observed (Fig. 2) .
She was diagnosed with right-sided diaphragmatic rupture accompanied by hepatic hernia and complicated cholecystitis, and therefore, we decided to perform cholecystectomy, reduction of the liver, pleural drainage, and primary closure of the diaphragm via thoracic approach.
On the thoracotomy, herniated hypertrophic liver was caught in a ruptured diaphragmatic defect and there was distended gallbladder with edematous wall thickening (Fig. 3) . Firstly, cholecystectomy was performed with great caution, followed by an additional lateral incision on the right edge of the diaphragmatic defect, which released incarceration and facilitated easy reduction of the liver into the abdominal cavity. The size of the diaphragmatic defect was 11 cm and the defect was repaired primarily with a non-absorbable interrupted suture. She showed excellent recovery postoperatively and was discharged from the hospital on the 9 th day after surgery.
DISCUSSION
The cause of delayed presentation of diaphragmatic rupture is explained by a missed diagnosis in the acute phase and occult presentation of symptoms resulting in delayed detection. Particularly in the case of right-sided diaphragmatic rupture, the chest radiography only allowed diagnosis of 17% and helical CT showed a sensitivity of 50%. 6, 7 Also, the plugging effect of the liver over the de- Initially, we contemplated the use of a prosthetic patch for large defects and additional abdominal incision for colonic mobilizations to obtain the optimal position of the hypertrophic liver. Although, fortunately, there was no need for a prosthetic patch or colonic mobilization in our case, technical modifications may be needed for complicated cases.
In conclusion, we experienced a rare case of right-sided diaphragmatic rupture with hypertrophic liver and complicated cholecystitis, which occurred 5 years after a car accident, and we recommend that early diagnosis can prevent a more complicated clinical presentation.
